Objectives: To describe the caseload ofcompleted suicides at a single psychiatricfacility and to review the perceived deficiencies in the care ofthose patients.
For the interval between the last con- was coded as 1 day (within 1 day). Admission status was coded as outpatient, completed suicide at a single Canadian hospital over such an day care, inpatient (in hospital, out on pass or privileges, or AWOL), and not in treatment at the extensive time period.
Institute.
Method
From July 1966 to the end of December 1997 (before its merger in 1998 with 3 other facilities to form the Centre for Addiction and Mental Health [CAMH]), the Clarke Institute was a tertiary psychiatric hospital with no defined catchment area. The Institute included an off-site, 23-bed forensic unit; cases from that unit are reported herein. Institute policy required staffto notify the administration ofany known death of a registered patient. All deaths were reviewed by the Medical Records and Audit Committee (MRAC), a subcommittee of the Medical Advisory Committee (note 1).The written audits addressed the circumstances surrounding death, the overall case management, adherence to Institute policies and guidelines for the content ofrecords, and the staff s postsuicide response. From 1966 to 1978, audits were conducted only by staff psychiatrists; thereafter, all members of the multidisciplinary subcommittee participated. (For each case, the principal auditor selected had not been involved in the patient's care.) Audits were initiated only after the completion of any external review or litigation, and a formal audit was often not conducted if the interval between the death and the last contact at the Institute exceeded 1 year. Data were extracted from the written case audits, autopsy and toxicology reports, and medical records. The total numbers ofregistered patients, annual inpatient discharges, and information on length of stay were obtained from the admitting department and the hospital database. Annual data are reported by calendar year. (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) ; and, 1990 to 1997, 13.1 (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) .
Admission status over the 31.5-year period was as follows (annual range in parentheses): outpatient, 155 (0-11); inpatient in hospital, 11 (0-2); inpatient, out on pass or with privileges, 21 (0-3); inpatient, AWOL, 18 (0-2); day care, 9 (0-3); not in treatment at the Institute, 62 (0-7 Table 3 presents the distribution of secondary final diagnoses and comorbidity. Table 4 presents the method of suicide by sex. Tricyclic antidepressants were used in 14 cases. Nine of the 11 inpatients who completed suicide inside the hospital used hanging as the method.
Fifty-two percent of the inpatient suicides occurred during the first inpatient admission to the Institute, and 24% occurred during the second admission. Table 5 presents the length of stay before suicide during the index admission. The annual mean length ofstay for the entire hospital caseload (from 1975 to 1997) ranged from 21.4 to 42.2 days, and the mean for the inpatient suicides was within this range. There are some indirect measures ofthe extent to which inpatients were regarded at risk. Most (82%) were voluntary on the day oftheir suicide, but 36% of the inpatients had some period of involuntary status during the index admission. Of the 9 who were involuntary on the date of suicide, 1 was on an application for psychiatric assessment, 6 on certificates of involuntary admission, and 2 on warrants ofremand. Table 6 presents privileges and levels of observation. Only 5 were under individual observation, anda further 7 were confined to the ward.
Thirty-seven (74%) of the inpatients had a documented history of attempted suicide; 23 (46%) had a record ofvery serious attempts in view of the acknowledged intent or potential lethality ofmethod, and another 7 (14%) had a record of very intense or continuous ideation or planning. and median 38 (37) . Table 1 presents the age-sex distribution of the cases. Apart from inpatients, the frequency of suicide in this caseload is subject to an unknown degree ofunderreporting that may be considerable for those lost to follow-up for many years. Subject to this caveat, the rate ofknown suicide in this population-206 per 100 000 patients treated-is within the ranges previously reported, as is the projected rate of 123.5 inpatient suicides per 100 000 discharges. Cases in which there was considerable doubt as to the likelihood of suicide were excluded from this study. Nevertheless, it is possible that a few cases-such as those with concurrent drug or alcohol intoxication wherein there may not have been suicidal intent-may have been misclassified. The overall reliability of the final diagnoses in this study is felt to be commensurate with that for the clinical practice at any given teaching hospital.
The annual mean number of cases increased substantively in the last decade, and this may have been due to the increasing number of registered patients at risk. Alternatively, it might reflect the accrual of a more severely ill and treatmentresistant caseload, both in continuing care and in those seen for consultation only. There was no consistent change in the annual number ofinpatient suicides over the period reviewed.
In recent years, the total annual number has been very close to that expected for the general population in Ontario. The 1992 outpatients, and those not in treatment. Nineteen patients completed suicide between 1 and 19 years after their last contact. For inpatients, 28 (56%) were seen on the day of suicide, 12 (24%) within 2 days, and 8 (16%) within 3 to 5 days. The proportion of inpatient suicides in this caseload was very high-18.1 % ofthe total compared to 3.4% ina 5-yearperiod recently reported for another Canadian city (19) . Again, suicide rate in Ontario was 10 per 100 000, or about 13 for a population equivalent to this caseload at risk; the annual mean number at the Institute for the period 1990 to 1997 was 13.3. Given the higher risk, the annual number ofactual cases is unexpectedly low and, again, might be attributable to underreporting or, alternatively, to effective treatment.
underreporting of outpatient deaths may have accounted for some of this difference. Inpatients, however, also accounted for 15% to 18% of the total suicides in a recent UK survey (24) . The annual mean length of inpatient stay did not represent an unduly long period at risk for suicide, but the Institute's role as a tertiary referral centre may have attracted an inpatient caseload at greater risk. Only 22% of the inpatient suicides occurred in hospital, a figure very close to the 20% reported for a single provincial psychiatric hospital (20) but much lower than the 52% reported for an entire city (19) . The large proportion (42%) who completed suicide out ofhospital on pass or privileges is in keeping with previous reports (24) and the practice of granting privileges as the mental status improves, even when there may be an acknowledged risk. For example, it is a clinical axiom that the risk of suicide by patients with depression may increase when there is apparent improvement in energy, motivation, and affect without substantive change in cognitive symptoms, including suicidal ideation (25, 26) . This enhanced risk is also reflected in a high suicide frequency soon after an inpatient discharge (24, 27) . Most suicides by inpatients with schizophrenia have also been found to occur outside the hospital (28) and, as reviewed by Drake and others, soon after the granting of a pass (27) . The lack of immediate risk perceived by treating staff is indirectly reflected in the low number ofinpatients who were involuntary or subject to close or continuous observation, or both, at the time of suicide. Similarly, a low proportion of patients under special observation has been reported (24, 29) . The proportions of patients on authorized versus unauthorized leave (AWOL), their civil status, and the level of observation have not been reported in other recent Canadian studies (19, 20) .
That a substantial number of outpatients completed suicide soon after their last contact with staff supports the observation that most patients do not communicate their acute intent (24, (30) (31) (32) . Nevertheless, the fact that more than one-quarter were seen within 3 days ofcompleting suicide underscores its apparent unpredictability in the short term; it may also have compounded the distress of staff who might question what they missed. Of course, many patients who have communicated their intent, often repeatedly, come to be regarded as at chronic risk for suicide even though its immediacy is not anticipated at their last appointment.
The sex distribution is comparable to that reported elsewhere (33) and specifically comparable to that for inpatient suicide (18) (19) (20) 34) . In 1992, however, the suicide rate per 100 000 population in Canada was 21.0 for men and 5.0 for women (35) . Clearly, the 2:1 male-to-female ratio in this caseload differs markedly from the 4: 1 ratio in the general population. This may reflect a more general severity of illness in female patients who have been in treatment. Indeed proportion of female suicides in psychiatric case loads has been reported (13, 29) .
The diagnostic distribution corresponds to the known high suicide risk associated with schizophrenia and severe affective disorders. Proportionately more young men with schizophrenia and somewhat older women with depression completed suicide. The lower age for patients with schizophrenia is similar to that in other large suicide caseloads (37, 38) . The high proportion with schizophrenia is similar to the previously reported 20.5 and 29.0% (17, 37) . The proportion ofinpatient suicides with schizophrenia is also similar to the 35% previously reported (19, 36) , and lower than the 75.7% at another Canadian facility (18) , but much higher than that at a third single Canadian facility (20) . The low frequency of suicide among those with a primary diagnosis of personality disorder may reflect the observation that those who eventually complete suicide almost always have a concurrent Axis I disorder, usually affective or substance abuse, at the time ofdeath (39) . A high risk of suicide in those with a primary diagnosis ofpersonality disorder has, however, been reported (13) .
Theproportion ofpatients with a secondary diagnosis ofalcoholism or substance abuse is consistent with reports of an increased risk in subjects with comorbid depression and alcoholism (40) (41) (42) as well as the known high frequency of alcoholism itself as a primary diagnosis in suicide caseloads (7) (8) (9) (10) .
The methods of suicide were similar to those in other caseloads (19, 20) . Hanging is the most available means in hospital, and the high number of suicides in the Toronto subway system reflects the large urban location of the Institute and the availability of that means.
The high proportion of inpatients who completed suicide soon after admission (32% within 2 weeks and 52% within 1 month) supports several previous observations (24, 33, 34, 37, 43) , but it contrasts with the 18.2% within 1 month reported at 1 provincial psychiatric hospital (20) and the 27.3% reported at psychiatric hospitals in another Canadian city (19) . It is, however, similar to the 43.7% reported for general hospital psychiatric units in the same study.
Many attending medical staff experienced the suicide of one or more of their patients. As reported, several patients were not in treatment at the Institute at the time of their suicide: some were in transition between in-and outpatient care elsewhere, and others were seen only for emergency department assessments or outpatient consultation. Several received their direct care from other staff, with the attending physician acting only in a designated or supervisory capacity. Nevertheless, the data describe the cumulative experience with suicide in the caseload for which each staffpsychiatrist had the overall clinical responsibility at the Institute. Many psychiatric residents were included in this experience along with innumerable staff of other disciplines. The impact of any given suicide on staff varies, but the overall distress engendered may be substantive (44) (45) (46) (47) (48) (49) . It is hypothesized that the distribution of suicide cases among attending physicians reflects both the length oftheir hospital appointment and their degree of exposure to high-risk case loads (that is, inpatients, those with schizophrenia, and those with severe affective disorders). The number of years in practice is not necessarily related to the number of suicides experienced (50) .
Because this was a descriptive and uncontrolled study, tests ofstatistical significance for the clinical or demographic variables examined, as predictors of suicide, were not possible. Unfortunately, suicide prediction in clinical practice has proven elusive-perhaps due to its very low base rate in any given practice (15, 27, 51, 52) . Hence, we currently lack sufficient knowledge to prevent most suicides.
As recently reviewed, there are no generally agreed-upon minimum or optimum standards for outpatient or inpatient care of suicidal patients, and further, even if an unspecified ideal standard could be met, suicides would probably still occur (53,54)-due, primarily, to suicide's unpredictability combined with the malignant natural history of many severe mental disorders. Within this caveat, relevant case law (based mainly on inpatient cases) primarily addresses maj or errors of omission. Conversely, to prevent litigation, the riskmanagement literature usually proposes ideal standards. The above-noted reviews fall somewhere between these extremes, addressing the broad categories of care necessary for risk assessment (to foresee the potential for suicide at least but not necessarily predict it) and subsequent manag~ment(tm inimize the likelihood of clinical decisions that might be construed as being among the proximate causes ofa suicide).
In brief, these categories of care include the following: I) traditional clinical assessments (including history, collateral history, review of previous documentation, mental status examination, suicidality and related behaviour, and consultation); 2) diagnosis; 3) treatment in keeping with the diagnosis; 4) periodic reassessment and follow-up care; 5) appropriate protection of the suicidal patient (including hospital admission, level of observation and privileges); 6) management of psychosocial issues related to the immediate suicide risk; 7) aftercare; 8) staff supervision; and 9) documentation ofthe foregoing. Consideration ofhospital policies and procedures applicable to care and documentation are also included.
These are the general categories addressed during the audits ofthe caseload reported in this paper. The case audits also examined the postsuicide reponse, including the practice ofpatient and staff meetings, memorial services, contact with the patient's family, and continuing staff education (44, 55, 56) . The recommendations pursuant to those audits address deficiencies in most ofthese areas, and some have led to changes in hospital policies, procedures, or guidelines, while others have served as the basis for evolving Institute standards of practice and documentation. Of course, that is expected and provides the rationale for quality assurance exercises such as case auditing. Unfortunately, the overall effect ofthis process on suicide prevention is unknown.
The often chronic and malignant suicidality as well as the apparent inevitability of completed suicide for so many of the patients in this caseload is reflected by many of the auditors' concluding comments. Deaths often occurred in the context of refractory or remitting and relapsing disorders, repeated, potentially lethal suicide attempts, and persistent suicidal ideation. It was frequently noted in the audit reports that everything possible (short of prolonged or permanent protective custody) had been done to forestall the suicide, that staff efforts and commitment had been laudable under the circumstances, and that the timing of the final suicidal act had been unpredictable, even in retrospect.
In light ofthis, it can only be hoped that the audit process may provide information of some assistance to those managing similar cases in the future. This report is intended to serve as a contemporary reference against which individual psychiatrists and facilities may compare their own experience. It is further hoped that this information about the frequency and inevitability ofsuicides in the caseloads ofthose who treat severely ill patients will help to place this tragic outcome in perspective and lessen some ofthe excess distress it engenders in clinical staff.
Clinical Implications
• This longitudinal study illustrates the inevitability and unpredictability of completed suicides in psychiatric caseloads.
• Clinicians and program administrators may benefit from this quality assurance and risk management overview of a suicide caseload.
Limitations
• The actual frequency of suicide among those patients lost to followup is unknown.
• This experience at a tertiary facility may not be fully generalizable to general hospitals.
• This was not a controlled study, and there are no tests of statistical significance for suicide predictor variables.
